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Initial Comments

Report of Biennial Construction Survey by Dennis
Harrell and Frank Strickland on 12-9-2015.

Records indicate this facility was first licensed on
2-16-1998, for 96 beds with 44 of those beds in a
Special Care Unit. Therefore, we are requiring
that this facility meet the 1996 Rules for Homes
for the Aged and Disabled; Minimum Standards
and Regulations, the applicable portions of the
2005 Rules for Adult Care Homes of Seven or
More Beds and the 1996 edition of the North
Carolina State Building Code Volume | - General
Construction - Section 409 Institutional
Occupancy (Group ).

Housekeeping and Furnishings-Clean, Repaired

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

(a) Adult care homes shall:

(1) have walls, ceilings, and floors or floor
coverings kept clean and in good repair;

(2) have no chronic unpleasant odors;

(3) have furniture clean and in good repair;

(e) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

Based on observation, approximately 2 square
feet of carpet in the corridor at the janitor closet
on C Hall had been discolored by bleach.

Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311 OTHER
REQUIREMENTS

C 000

C 164

C 189
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(a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
care home shall be maintained in a safe and
operating condition.

(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (e)
which shall not apply to existing facilities.

This Rule is not met as evidenced by:

1. Based on observation the required one-hour
fire rated walls and/or ceilings were compromised
in places. Holes and penetrations that are not
sealed with materials approved for use in
one-hour fire rated construction present the
possibility that a fire that begins in one space can
quickly spread to other areas of the facility.
Findings include:

a. APVC pipe penetrating the ceiling of the water
heater room was not properly fire protected.

b. The sprinkler escutcheons were missing or not
tightly fitted to the ceiling complete the one-hour
protection in rooms B2 and B3 and in the corridor
near room B4.

2. Based on observation, battery powered
emergency light #61 would not work when tested.
Battery powered emergency lights that will not
work properly for at least 90 minutes could
endanger the residents and staff.

3. Based on observation there was a hasp and
padlock on the doors to the pantry and the mop
closet off the kitchen. Latching hardware that can
only be operated from one side of the door, such
as hasps and padlocks, present the possibility
that someone could be trapped in the room.

Note, This deficiency was corrected during the
survey.
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4. Based on observation, the relief valve on one
of the water heaters in the water heater room was
not piped to the outside or to within 6 inches of
the floor as required by Code. A relief valve that
is not properly installed could endanger anyone in
the area if it activates.

5. Based on observation, the building was not
maintained in a safe manner by not properly
handling portable medical oxygen cylinders. This
could affect all residents, staff and visitors if
cylinders fall, breaking their valves, propelling the
cylinder and turning it into a dangerous projectile.
Findings include:

Several portable medical oxygen cylinders were
stored in an unapproved crate and in no container
at all in room B12.

6. Based on observation, a receptacle plate was
missing in room D10. Electrical outlets that are
missing an approved plate expose energized
parts.
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